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A recsttification survey was conductsd from June
8, 2008 through June 10, 2008. The Wirvey was T
initiated using the fundamenta! survey process. A -;
random sample of two clients was seiscied from 9
a popuistion of three males with varicus levels of B
mental retardation and disabllities. s
. ‘ -
The findings of the survey was based on =
.| ebservations at the group homs and three day d
program, interviews with clients and staff, and the
review of clinical and administrative records
including incident reports. '
W 124 | 483,420(a)(2) PROTECTION OF CLIENTS W 124 . -
RIGHTS The fackity must inform each dient, parentar | 7.9.9008
legal guardian, of the cfient's medical condition,
The facillty must ensurs the rights of all cliqnis. developmental and behavioral status, attendant
Thammmfadmymustmmdhnt. risks of treatment, and of the right to refuse
parent (i the olient is a minor), or legal guardian, treatment. S
ot g:e client's medica! condition, dsvelopmentsi
and behavioral status, attendant risks of Currentley the process of obtaining a
treatmant, and of the right to refuse treatment. Permanent limited medical guardian has been
initated for Client #1. Petition for the
appointment of a Permanent Limited Guardian
was filed on July 9, 2008 with the Superior
This STANDARD is not met as evidenced by: Court Of The District of Columbia Probate
Based on observation, staff interview, and record Division. Client #1 hearing has been set for
review, the faciifty failed to astabiish & syatem that August 14, 2008 at 11 am.
would ensure cliems that were informed of their . . ‘
risks and benefits of their madication for one of In '?:_ f'-'t“"ie:b:aﬁ? md:fag P?n'g'm"déw
clients included : guardian wil be infol @ ua|
the two I In the sample. (Cllent #1) medical condition and of the right to refuse
. treatment. A informedl consent form will be
The findings include: glven'to be signed and dated by each
1. ON June §, 2008 at 8:39 AM, Client #1 was individual's guardian.
glaew;‘d dk::ﬂnn the evening gedlwunn pass
ng administered Buspar HCL. 10 mg, ehtin
1 g wnd Neurontin 300 mg. Inbw:}nvvdc? - Attachment #1
need Practical Nures (LPN) at N
LABORA 'S REP ATIVES SIGNATURE ) T i % OATS
. Y1s/0
siatamant ending with an ) a deficisncy which tha institulion be excused from s determined :
othar provide sulficlont ® the (Gow instructions.) Eﬂuhm".i%hn-,hm m-mnm
Mhhhuomm“ a plan is provided, memmnmmmmam-nmu )
days follewing the anie these Sooumen avalinbie ko the tacilty. nmuummmwphmmnmm
program participaion. :
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9:30 AM revaalad that client was prascribed these
medications for behavioral msnagemsnt. Review
of Client #1's current physician's ordars confumed
that the client was preacribed the aforementioned
medication as wel| as Zyprexs 7.4 mg. Further
Interview with tha LPN revealsd that the
medications were ncorporsted into the client's
Behavior Support Plan (BSP) dated May 13,
2008. The BSP addressed the targsted
behaviore that Included physical aggression,
g.ronerwum&on and non-compiance

huviors,

On June 8, 2008 st approximatsly 11:00 AM,
further reviaw of Cllent #1's racord failed to
provide evidence that written Informed consant
had been obtained for the use of the
aforementionsd madication. Continued review of
Chent #1's records revealed a ical
assassmant datad May 13, 2008. This
dsses8meant documentsd that the cllent had
profound mental retardation and lacked the
capscity to process information effectivaly to
make sound decigions.

At the time of the survey, the Tacility failed o
provide evidence that the potential risks involvad
in using this medication, or her right to refuse
treatment had been explained to ths client and/or
legal sanction reprasantative,

2. The facility feiled % obtain consents price to
the usa of sadation for a medical appointments
and/or to notify the cllents guardian the risks and
benefits of treatments for one of the two cllents in
the sample. (Client #1)

Review of Client #1's ordars on June 8,
2008 =t approximately 11:00 AM revealed the

W 124

Consents prior to the use of sedation for a
medical appointments and/or to notify the
cllents guardian the risks and benefits of
treatments must be obtained.

Currentiey the process of obtaining 2 Permanent
limited medical guardan has been initated for
Client #1. Petition for the appointment of &
Permanent Limited Guardian was filed with the
Superlor Court OF The District of Columbia
Probate Division on July 9, 2008 Client #1
hearing has been set for August 14, 2008 at 11
am,

7-9-2008
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following sedations for medical procedures:

a. On June 10, 2008 and April 11, 2008, the
client received Xanax 3 mg prior to a scheduled
dental appointments;

D. On March 17, 2008, April 10, 2007 and Apri
17, 2008, the cllent received Xanax 3 mg prior to
a swaliowing studies; and

c. On April 22, 2008, the client received Xanax 3
mgpﬁurhnaurnlugyappommnt;

d. On January 24, 2008, the client received
Xanax 3 mg prior to pain management
appointment;

8. On Novamber 14, 2007, tha client recaived
Xanax 3 mg prior to EKS appointment; and

f. On November 15, 2007, the clent recaived
Xanax 3 mg prior to BKS appointment

Interview with the Qualified Menta! Retardation
Professional {(QMRP) an Juna 9, 2008 at
approximately 3:00 PM revesied that Ciiant #
had no legal guardian,

On June ¢, 2008 at 11:00 AM, further review of
Chent #1's record falled to provide evidence that
writtan informed consant had been obinineq for
the use of the aforementioned medications,
Cantinued review of Client #1's recerds revealed
& Psychological assessment dated May 13, 2008,
indicatod thet the client's cognitive anilties tested
intheprnfmmdmnganfrthrdaﬁonandh.
lacked the capacity to process information
effectively to make sound decisions.

Wi24

7-9-2008

Lurrentiey the process of obtaining a Permanent
imited medical guardian has been initated for
ient #1, Petition for the appointment of a
nent Limited Guardian was filed on July 9,
008 with the Superlor Court Of The District of
lumbia Probate Division Client #1 hearing has
n set for August 14, 2008 at 11 am.

Attachment #1
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Al the time of the survey, the facility falled to
provide avidence that the potential risks Involved
in using this medication, or his right to refuse
treatment had baen expiained to the cllent and/or
legal sanclion representative. [See W263)

Interview with the Qualified Menia! Retardation
Professional (QMRP) on June 8, 2008 at
approximatsly 11:00 AM reveaied that Cllont #1
did not have a court appointed guandian. Review
of the client’s Psychniogical assessment datad
May 13, 2008, at revesied that the dlient did not
have the abillly to make dadsions on his behaif
regarding habilitation planning, residential -
piacement, finances, treatment and madical
matters.

483.420(b)(1)() CLIENT FINANCES

The facillly must establish and maintain & system
that assures a full and com accounting of
clients’ personal funds entrusted to the fazility on
behalf of clients,

W 140

This STANDARD s not met as evidenced by:
Based on staff interview and record review, the
faciiity falled to provide receipts for withdrawals
from the cllents personal funds account for one of
the two clients in the sample. (Client#1)

" | The finding includes:

The financial recond review was conducted on
June 8, 2008 for Cllent #1. Interview with the
Qualified Mentsl Retardation Professional
revealed that the dient received $70.00
Supplemental Security income (881) monthiy.
The review of the bank statemeants from July
2007 through May 2008 revesied a withdrawal on

W24

W 140 0n July 23rd, 2007, client number one's mother 16—16—2008 ,

jonal

ctivities with her son, signed a
Etter confirming that she received $50 on July
"©3rd, 2007 per her request however she did not
provide receipts. In the future, receipts for money
withdrawn from individuals accounts will be
provided,

Fequeﬂ:edﬁombeusedfor
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July 23, 2007 in the amount of $50,00. There
were no racelpts to detsrmine how or when the
moniss were spent.

W 163 | 483,420(d)2) STAFF TREATMENT OF
CLIENTS

The facifly must shsure that al allegations of
mistreatment, neglect or abuse, as well s
injuries of unknown source, are reporied
immediately to the administrator or to other
officials In accordance with State 'aw through
established procedures,

This STANDARD s not met as evidenced by:
Bwonmmmmdwdm.mofaﬂw
failed 1o ensure thet all allegations of abuse were
immediately reported to the sdministrator and
other officlals according to District Law (22
DCMR, Chapter 35, Section 3510.10) ons of the
two clients included In the sample. (Client #2)

The finding Includes:

Review of the faciiity's incident and

reports on June 9, 2008 at 5:36 AM revesied that
on August 23, 2007, the day program contacted
the faciiity to report that the client amved with a
scratch on his forehead. The facillty's nurse
avaluated tha client on August 24 and observed
that the client had a swollen lip and his neck was
hurting. The cent was transported to the
smergency room. The incident report indicated
that the oltent spcke with his mother snd toid her
that a staff hit him on his lip. Although the Incident
Wes reported to the facility's administrator and
subsequantly investigated, the allegation of abuse
was not repofted o the State agency as required
by iocal reguiations,

w140}

W 153

The facility’s Investigation was completed on ‘
August 27th, 2007, The current Incident '
Mangement Coordinator reviewed, signed and
dated the aforementioned Investigation.
However, in the future investigations will be
within the five allotted days.

Attachment #3

7- 10-20b8

signed by the Incident Management Cocridinator | *
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483.420(d){4) STAFF TREATMENT OF
CLIENTS

meraculwofdlinvuliglﬁnmmustbemporhd
to the administrator or deeignated representative
or fo other officials In accordanta with State law
within five working days of the incident,

This STANDARD s not met as evidenced by.
Besad on Intarview and record review, the facility
Tailed to ensure required investigations were
reviewad by the administrator or designes within
five working days, for one of the two clisnts
(Cllent #2) included in the sample.

The finding includes:

Reviaw of the facility's inokient and investigative
raports on June 8, 2005 at 8:35 AM revealed that
on August 23, 2007, the day program contacted
mgfacilttytumportmatmacnontarrivadmi
scratch on his forshead. The facliity's nurse
svaluated the client on Auguat 24, 2007 and
obsarved that the client had a swoilen Bip and his
neck was hurting. The clisnt was transported to
the emergency room. The incident report
indicated that the client spoke with his mother and
told her that a ataff hit him on his fip. Although the
investigation was not substantiated, the above
Outcome wae not reported to the administrator
within the five allotted days.

Atthe time of the survey, the facility falled to
Provide svidence that the administrator or
designee reviewed the fesulty of al

within five warking days of the incident,
483.430(e)(4) STAFF TRAINING PROGRAM

Staif must be abie 1o demonstrats the skills and

W 156

7-10-2008

w4

In the future all investigations will be signed by
the administrator and the Incident Management
Coordinator, The current Incident Management
Coordinator has reviewed the August 23rd, 2007
incident and has signed the aforementioned
investigation.

Attachment # 3
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techniques nacessary to implemant the individusl
program plans foc sach ciisnt for whom they are
responslble.

This STANDARD i not met as evidenced by:
Baved on pbearvation, staff interview and record
verification, the facllily falled to damonstrate the
skills and techniques necessary to Implement
clients feeding protocci s written one of the two
clients in the sample.

Tha finding includes:

On June 8, 2008 at 7:40 AM, Client #1 was
obsarved having breakfast. His meal consisted of
a chopped texture. He drank his baverages out
:;:. regul?’r mc'up At 8:00 AM, cu:dnttnﬁ “:ﬂﬂﬂ

rved baost powder with milk |
regular cup. I'D(::i'ng the madication administration
a1 8:30 AM, Client #1 was obsarved drinking his
water to consume his madication outof a regular
cup. At4:20 PM, Client #1 was having a snack of
betry yogurt and lemonade drink. The client
drank from a sipper cup {8 cup with @ straw).
During the dinher observation, Client #1 was
observed drinking several baverages. The client
was observad drinking water from a sipper cup,
camnation instant breakfast mix and iesmonsde
beverage were from a regular cup. On June 10,
2008 st 11:00 AM, the client was cbsarved
drinking from a sipper type cup with spillage. No
staff were present at that time.

:rd!tarvlewwlm the direct care statf and Hous:_
Bniger oh June 9, 2008 at approximately 8:45
PM indicated that the client should recsive hig
liquids through a sipper type cup. Review of the
chent's physiclan orders on June 10, 2008 at
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Btaff was Inserviced on Client #1 diet and feeding |6-16-2008
protocol on 6-16-2008. In the future, staff will
have the skill and techniques necessary o
mplement Client #1 feeding protocol.,

Attachment #4
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10:30 AM revesled that Cllent #1. "serve ol
liquids in sipper cup to drink » litte at @ tme".
Further revisw of the client's medical record
revealed a Spaach Language consultation note
dated Apil 19, 2008, According to the
consultstion note i was recommendad that the
client was at risk for espiration. There was no
avidence that the staff followsd Client #1's
physician arders for using the sipper cup.
483.440(d)(1) PROGRAM IMPLEMENTATION

As soon as the interdisciplinary team has
formulated a client's indidusl program pian,
each client must recsive s continuous active
treatment program consisting of needed
intarventions and servicss in sufficiant number
and frequency to support the achlevement of the
uEacuvu identified in the individual program
plan,

This STANDARD is not met as evidenced by:
Based oh observation, staff interview, ang record
review, the faciity failed to ensure Cllent #2's
self-medication program was implemented ss
written,

Tha finding includes:

1. On June 8, 2008 at 8:20 AM Client #2 was
observed receNing his medication. The client
came to the madication area with his cup of
water. The nurse prompted him to state the
nams of his medications, which he did. Review of
the client's racord revealed that his self
medication program calie for the client to atate the
name and dosage of the medication, At the ime
of the obsarvation, the cllent was not prompled o

W 194

W 248

rogram.
Attachment # 5

Designated nurse was re-trained by the Director [-22008
f Nursing on proper implementation and
mentation of Client # 2 self medication
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W 255

stsie the dosage of the medication. The nurse
was interviewed and he acknowledged that the
program was not implemanted as written.

2. The QMRP falled io ensure salf-medication
$kiils obtained at the group home was
re-anforced at his day program.

Clierit ¥2 was cbsarved receiving his medicatian
at his day program on June 9, 2008 at 12:00 PM,
The nurse punched the medication into & cup and
handed the cup te the cllent. The client took the
cup and ingested the medication. The nurse
poursd the water and handed the cup to the cliant
and the clisnt drank the weter. Review of the
clients seN-medication assessment dated March
15, 2008 reveaied the client was capable of
leaming tha name and dosage of his psychotropic
medications with verbal assistance from the
madication nurse. At tha time of the medication
administration absatvation, ths nurss did not
prompt tha client fo say the name and dosage of
his medication. Interview with the nurse revealed
that he knows the neme of his medication and
that he was capabie of punching the medication if
givan the apportunity. Interview with the QMRP
acknowledgad that the day program was not
giving the clisnt an opportunity to maintain his self
medication skills.

483.440(N(1)( PROGRAM MONITORING &
CHANGE

The individual program plan must be reviewed at
lsast by the qualifiad mentai retardation

professional and revised as necessary, including,
but not limMed to sltustions in which the cllent has

successfully completed an objective or objectives
identified in the individual program pian.

Attachment # 6

w266

A copy of Client #1 self med assesment was 7-8-2008
provided to his day placement on7-8-2008. In

the future, the QMRP will ensure self medication
skills/ programing Is reenforced at the individualg
Day Program during monitoring visits, ]
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t The finding includes:

This STANDARD s not met as svidenced by
Based on record review, the Qualified Mentat
Retardation Professional (QMRP) failed 1o review
and revise the Individual Program Plan (IPP)
onca the client has successfuly complatad an
objective identified in the IPP for one of the two
clisnts in the sample. (Chant #1)

Review of Clisnt#1's IPP dated May 10, 2008
revealed a program objettive which stated, “Ithe
client] will make a purchase with verbsl prompts
from staff on 8/10 consecutive trials in three
consacutive monthe." Review of ths previous IPP
dated June 2007 and the Qualified Mental
Retardation Profassional (QMRP)monthly notss
revealad the client had met this objective since
archs 2008, Additionaily, review of the QMRP
quarterly review notes dated December 18, 2007
indicated that tha client achieved the program
objective with 100% indepandence since
February 2008.

483.440(f)(311") PROGRAM MONITORING &
CHANGE

The commitiee should insure that these programs
are conducted only with the written informed
consent of tha clent, parents (if the clientis 8
minor} or legal guardian.

This STANDARD s not met as evidencas by:
Based on observation, steff interview snd recard
review, the facility falled to ensure that each
cllents behavior intervention technique, including
the use of behavior modification drugs was
conducted with the written informed consent of

Client #1 IPP has been revised by the QMRP.  [7-10-2008 -
In the future, the QMRP monitor weekly and
will revise those programs once critera has
been met.

Attachment # 7

w283

FORM CM§-2887(02-54) Previous Varsions Obwolale Event 10 S0agp11
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.o ihe use of restriclive measures as describad in

the client, parents (if the cllant is & minor) or legat
guardian for one of the two clients in the sempie.
{Client #1)

The finding includes:
The facility falled to obtain informed consent prior

Client #1's Behavior Support Plah and sedation.
[Soe W124, 1]
483.470()(1) EVACUATION DRILLS

The facllity must hold evacustion drills at least
quarterly for each shift of personnel.

This STANDARD s not met as evidenced by:
Based on intervisw and record review, the facilty
failed to hold evacuation drills at least quartarly
for aach shifl of personnei,

The finding includes:

Interview with the Qualified Mental Retarcation
Professiona] and review of the staff pattern on
June 9, 2008 at 2:00 PM revealed the foliowing
schadule stefMing pattem; -

Manday - Friday

7:00 AM - 3:00 PM;

3:00 PM -11:00 PM; and
11:00 AM -7:00 AM.,

Suturday - Sunday
7:00 AM - 11:00 PM; and
11:00 PM - 7:00 AM

Review of the fire drill log revealsd that the
falled to hold fire evacuatian drills for aff shifts at

W 440}, rachment #1

Attachment #8

Currentiey the process of obtaining 2 Permanent
fimited medical guardian has been Initated for
ient #1. Petition for the appointment of a

manent Limited Guardian was filed with the | 7-9-2008
uperior Court Of The District of Columbia
Probate Division on July 9, 2008 Client #1 hearing
5 been set for August 14, 2008 at 11 am.

NAME OF PROVIDER OR SUPPUER STREET ADDRESS, GITY, STATE, ZIP CODS
244 11TH STRENT, 85

R € M OF WASHINGTON WASHINGTON, DC 20018
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W 263 | Continued From page 10 W 253

Btaff were retrained on RCM of Washington, Inc. | 6-16-2008
re drill policy on 6-16-2008 by the facility House
Manager. In the future, fire drilis will be
conducted (n accordance with regulation,

FORM CM3-2557(0209) Previcus Versiens Obociets Bverg 1Dt SMEP11
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1 600} INITIAL COMMENTS 1000

A licehsure survey was conducted from June 8,

2008 through June 10, 2008, A random sample
of iwo residents was celeoted from a populstion
of thrae mejes with various levsis of mental :
retardation and dissbiiftios. ) e

The findings of the survey was based on
observations at the group home and three day N
program, Interviews with residents and steff, and ‘ T
the review of ciinical and administrative racords T

inciuding incident reports,

roﬂA 3502.13 MEAL SERVICE / DINING AREAS 1065 - ’ B Bt

* | Each GHMRP shall frain the staff in the use of ‘

- .. | praper feeding techniques and monitor their . . SR [
-+ | appropriste use to assist residents who require ,
apecisl feeding procadures or utenetls.

This Statuta is not met as evidenced by

Basad on observation, staff interview and record
review, tha GHMRP falled to train steff in the use
of proper feeding procedures for one of the two
residents in the semple. (Residents #)

The finding inciudes:

On June 9, 2008 at 7:40 AM, Resident #1 was
obsarved having breekfast. His meal consisted
of & chopped texture. He drank his

out of a reguler cup. At 8:00 AM, Resident #1
Wwas observed drinking boost powder with milk
using a regular cup. During the medication ‘

administration at 8:39 AM, Resident #1 was . : -
cbserved drinking his waler to consume his . C
medication out of a regular cup. At4:20 PM;
Resident #1 was having a snack of yogurt
pnd iamonade dmm I'I” nk from a

'~

See W 194 6-16-2008
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1135 3808.5 FIRE SAFETY

Continued From page 1

sipper cup (a eup with a siraw). During the dinnar
observation, Resident #1 was observed drinking
saveral beverages. The resident wes observed
drinking w@ter from & sipper cup, camation
instant breakfast mix and ismonade beveruge
were from a regular cup. On June 10, 2008 at
11:00 AM, the resident was observed drinking
from a sipper type tup with spilfage. No etaff
ware prasent at that time.

Interview with the diroct care staff and House
Manager on June 5, 2008 at approximately 8:45
PM indicated that the resident should recelve his
liquids through @ sipper type cup. Review of the
resident's phywician orders on June 10, 2008 at
10:30 AM ravealod that Resident #1, "sarve ali
liquids in sipper cup to drink a Ettle at & ime",
Further review of the residents medical record
revesied a Specch Language consultation nots
dated April 10, 2008. According ta the
consulation note it was racommandad that the
resident wae of Sk for agpirgtion. Thare wes no
sviderce that the siaff followed Resident #1's
physician orders for using the sipper cup.

Each GHMRP shafl conduct simulatad fire drills in
order to test the effectiveness of the plan st ieast
four (4} times a yesr for each shift

This Statute Is not mat as avidenced by:
Basad on interview and record review the
GHMRP failed {o ensura that each shift
conducted a fire drik four times a year.

The finding Includes:

intsrview with the Quailfied Mental Retardation

bee w194

113§

6-16-2008

6-16-2008

athon

" BMBF11
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Professional and review of the staff patiemn on
June 9, 2008 at 2:00 PM revealed the following
schedule staffing pattem:

Monday - Friday

7:00 AM - 3:00 PM;
3:00 PM -11:00 PM; and
11:00 AM -7:00 AM.

Saturday - Sunday
7:00 AM - 11:00 PM; and
11:00 PM - T7:00 AM

Review of the fire dril log revesled that the facility
failed to hokd fire evacustion drills for all shifts et
least quarterty.,

These above findings were referred to the Office
of the Fire Marshall,

3608.7 ADMINISTRATIVE SUPPORT

Each GHMRP shall maintain records of residents
' funds received and disbursed.

This Statute is not met as evidenced by:

Based on interview and record review the
GHMRP failed to mainiainad each resident's
funds recaived and disbursad for cne of the two
residents in the sample. (Resident #1)

The findings inciude;

The finencial record review was conducted on
June B, 2008 for Resident #1. The review of the
bank stataments fram Juty 2007 through May
2008 revesled a withdrawal on July 23, 2007 in
the amount of 350.00, Thers were no receipts to
determine how or when the monies were spent.

1180
See W140

6-16-2008 |
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3509.8 PERSONNEL POLICIES

Each employee, prior to employment and
annually thereafter, shall provida a physician ' s
certification that a health Inventory has besn
performed and thet the employse * s health status
would allow hir or her to perform the required
dutieg,

This Statute is not met as avidenced by
Based on intarviews and record revisw, the
facility failad to achieve compilance with State
reguiations perteining to health (22 DCMR
Chaptar 36, Section 3608.8),

The finding includes:

The Stata reguiatory agency conducted a review
of parsonnel records on Juns 9, 2008, at which
time there was no svidencs that two direct care
staff (Staff #1 snd #2), Behavior Spacialist, Social
Worker, Nutrititonist, Podiatrist-and Speech
Patholigist had current hesith certificate.

3510.5(b) STAFF TRAINING

Each training program shall include, but not be
limited {o, the following:

(b} Human development through the [ife cycle
(birth to death);

Thie Statute s not met ag avidenced by:
Basad on racord review, the GHMRP falled to
:g;ura effective training was provide to sach

Client #1 and #2, - Behavior Specialist, Soclal
Worker, Nutritionist current heaith certificate is
Fttached and current.

Eee amment# 10

Btaff were retrained on human development on
6-16-2008 by the Asslstant Program Director.

7-10-2008

6-16-2008

Adminisiration
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The finding Includes:
Raviaw of the tralning records on June 10, 2008
revealed that the GHMRP falled to provide
training i Human Devaiopment.
1226| 3510.5(f) STAFF TRAINING 1229

Each training program shall include, but not be
limited to, the foflowing:

() Specialty areas reiated to the GHMRP and the
residents tr bs sarved inciuding, but not limited
to, betavior management, sexusiitty, nutrition,
recreation, total communications, and assistiva
tschnologies:

This Statute IS not met as evidenced by:

Based on obsarvation, Intarview and record
review, the GHMRP failed to documant affective
training on nutrition arsas related to resident
safety and appropriate mesitime assistance for
:2)3 of the two residents in the sample. (Resident

The findings includs:

On June 9, 2008 at 7:40 AM, Reskiant #1 was
observed having breaidast. His meal conglstad
of a chopped texture. He drank his

cut of a reguiar cuE,.n AtB:00 AM, Resident #1
was obaerved drinking hoost powder with milk
using a regular cup. During the medication
administration at 8:39 AM, Resident #41 was
observed drinking his water to consume his
medication out of 8 reguler cup. At 4:20 PM,

-Rassgidant #1 was having a snack of berry yogurt

and lamonade dﬂnkm'ma resiieet ::;I;:om -]
Sipper cup (a cup with a straw). D dinner
obsarvation, Resident #1 was cbsarved drinking

See W194

See W194

6-16-2008

6-16—2908
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Continued From page 5

several beverages. The resident was observed
driniking water from & sipper cup, camation
instant breakfast mix and lemonade beverage
were from a regular cup. On June 10, 2008 st
11:00 AM the resident was cbeerved drinking
from a sipper type cup with spiliage. No stalf
were present at that time.

Interview with the direct care stadf shd House
Manager on June 9, 2008 at appraximately 8:45
PM indicated that the resident shouid recsive his
fiquids through a sipper type cup. Review of the
residents physician ordars on June 10, 2008 at
10:30 AM revesled that Resident #1, "sarve ail
liquids In sipper cup to drink a tittle at a time",
Further review of the reailent’s medical record
revealed a Speech Language consukation note
deted April 19, 2008. According to the
cansyitation note It was recommended that the
resident was at risk for agpiration. Thare was no
svidence that the staff followed Resident #1's
physlcian orders for using the sipper cup,

3619.10 EMERGENCIES

In addition to the reporting requiremant in 3519.5,
each GHMRP shal notify the Department of
Heaith, Health Facillties Division of any other
unusual incident or svent which su
interferes with a resident ' s health, welfere, living
amrangement, well baing or In gny other way
places the resident st risk. Such notification shai
be mada by telephone immediately and shali be
followed up by writtsn notification within
twanty-four (24} hours or the next work dey,

This Statute is not met as evidenced by
Based on record review, the Goveming Body

1229

1378

6-16-2008
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Continued From page &

failed to ensure its Incident Managemant System
Policy and Procedures were followed with
regards to incident reparting sarvices of law
endofmmet or mergency personnel by a staff for

#2)
The finding inciudes;

Review of the facilty’s incident and | i
feports on June 9, 2008 at 8:35 AM revealed that
on August 23, 2007, the day program contacted
the facliity to repart that the Resident #2 arrived
with @ scratch on his forehead. The fackity's
nurse evaiuated the client on August 24, 2008
and observed that the resident had a swolisn ip
and his neck was hurting. The resident was
transported o the emergency room, The incident
raport indicatad that the residenet spoke with his
mother and toid her that a staff hit him on his lip,
Thie inddmﬂwasnutnportedtothemhlglncy
as raquired,

3521.3 HABILITATION AND TRAINING

Each GHMRP shall provide habiiftation, tralning
and assistanca to residents in accordance with
the resident' s individusl Habilitation Plan,

This Statute is not met as evidenced by:
Besed on intserview and record review, the
GHMRP failed to ensurs habiiitatien, tralning and
assistance was provided to residents in
accordance with thekr individusl Habiiitation Plan
{IHP), for one of the two residents included in the
sample. (Resident #2)

The findings Include:
On June 9, 2008 at 8:20 AM, Regident #2 was
Adminkstration

one of the'two residents in the sampie, (Resident

1379

SEE W 153 and 156

7-10-2008
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obsarved recelving his medication. The resident See W 249
came to the medication area with his cup of
water. The nursa promptad him to state the
name of his medications, which he did. Review
of the client's record revealed that his self
maedication program calls for the resident to state
the name and dosage of the medication. At the
time of the observation, the resident was not
prompted to atate the dosage of the medication.
The nurse was interviowsd and he

that the program was not implemented as written.

1424 3621.5(a) HABILITATION AND TRAINING 1424

Each GHMRP shall make modifications o the
resident’ s program at least svery six (8) months
or when the client:

(@) Hes successfully completed an objactive or
gﬂ:ntivu ldentifiad in the individual Habilitation

This Statute s not met as evidanced by:

Based an observations, staff Interviews and
record review, tha Quelifiad Mentai Retardation
Professional (QMRP) failed to review and revise
the Individual Program Pian (IPP) once the client
hag successfully completed an o

identified in the IPP for ons of the twa residents in
the sample, (Resident #1)

The findings include:

Raview of Resident #1's IPP dated May 19, 2008 lsee W 255
revealad s program objective which stated, “Tthe

resident] will meke » purchass with verbal
prompts from staff on 8/10 consecutive trials In
three consecutive months.” Review of the
previous 1PP dated June 2007 and the Qualifed
Mentai Retardation Professional {QMRP)monthly

7-8-2008

[7-10-2008
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1424/ Continued From page 8 1424

notes revealed the resident had met this objective
since March 2008, Additionally, review of the
QMRP quarterly review notes dgted December
16, 2007 Indicated that the cllent achieved the
program cbjective with 100% independence since
Fabruary 2008,

1500 3523,1 RESIDENT'S RIGHTS 1500

Each GHMRP rasidence director shall gneyure
that the rights of residents are obsarved and
protectad in accordance with D.C: Law 2-137, this
chaptar, and other applicable District and faderal
laws,

This Statute is not met as evidenced by:

Based on obeervation, Interview and record
raview, the GHMRF failed to engure tha
protections of each resident rights for one of the
t#): residents included in the samplo. (Resident

The findings Include:

1 Thefadltyfalbdtoashblshlmmﬂu
would ensure residents thet wers informed of
their rlsks and benefits of their medication for one
of the two reeidents in the sample. [Sse Federal
Deficiency Report Citation W1 24)

2. The facility failed 1 ensure that each See W 124
resident's behavior intervention tachniqus,
including the use of behavior modification drugs
Was coriducted with the written informed consent ke W263
of the resident, parents {if the clisnt is a minor) or

lagal guardian for one of the two residents I the
mné%b [See Federal Deficiency Report Citation

]

7-9-2008

7-9-2008
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